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United States Navy  
   
 
US Navy works with local 
and international partners to 
provide medical, dental, 
and humanitarian services 
worldwide  
 
US Navy Hospital Ships 
Mercy and Comfort: 
 5 days to activate and 
staff 
 12 operating rooms  
 1,000 bed hospital facility 
 Over 1200 medical 
personnel 
 Helicopter transport of 
medical staff and patients 
 Veterinary services 
 Expert exchange with 
local health care workers 
(U.S. Navy statistics) 
 
 
US Naval humanitarian 
activities include: 
 Rebuilding after disasters 
 Delivering food and water 
 Evacuation from 
dangerous situations 
 Expert advice  
(Siegel, 1990) 
United States Navy Medical Missions 
 Deborah E. Gibbons 
 
“Don’t fall in love with the plan.  Be flexible and listen to your 
partners.  Most importantly, it’s all about the host nation; let them 
drive the response.” 
Dr. Jeffrey Bitterman, Medical Contingent Commander for Pacific 
Partnership 2009, a U.S. Navy humanitarian and civic assistance mission 
The United States Navy operates a sizable fleet of ships.  The larger 
ships support thousands of people for long periods of time, 
including facilities for health care and dentistry.  They hold 
substantial food stores, and they have the capacity to produce 
drinking water by purifying seawater.  Sometimes, these ships are 
called upon to provide urgent disaster relief, and they apply their 
resources to rescuing, feeding, and healing disaster victims.  At 
other times, dedicated Navy medical ships respond to a disaster or 
perform humanitarian missions, delivering personal and community-
based health services to people in need.  Occasionally, Navy ships 
are diverted from their usual operations for several weeks or months 
to conduct planned humanitarian and civic assistance missions.  In 
all of these situations, Navy physicians, health care staff, and 
helicopter pilots play crucial roles in saving lives and improving 
quality of life for people in the host nation.   
The U.S. Navy operates two non-combatant hospital ships: USNS 
Mercy and USNS Comfort.  They are easily recognized by their 
white hulls marked with large red crosses.  Both are staffed by Navy 
medical personnel and sometimes supplemented by health care 
workers from partner organizations.  These ships provide medical 
care for people wounded in war, for people injured during disasters, 
and for people in countries that need humanitarian aid.  For 
example, the USNS Mercy provided critical medical care to more 
than 200,000 victims of the Southeast Asian tsunami in 2004.  They 
ran into cultural and governmental obstacles, but nevertheless saved 
many lives.  In 2010, the USNS Comfort provided emergency 
medical care for people in Haiti who were injured in the large 
earthquake that decimated Port au Prince.  
The Navy’s planned humanitarian missions go mainly to remote, 
poorly developed areas, where Navy staff coordinate their efforts 
with local and international partners.  They operate clinics, 
sometimes for animals as well as people, and they provide dental 
care and vision correction; these personal services, however, are 
only a subset of the actions taken to build better health in a region.  
The long-term goal is to bring sustainable health improvements to 
the area by empowering the local government and non-
governmental organizations (NGOs) to build on the Navy’s 
investment.  To pursue this broad vision, operational teams must be 
creative and ready to adapt to the needs and preferences 
of the host people and their governments. 
Dr. Jeffrey Bitterman, CDR, MC, USN, is the Director 
of Medical Services at Naval Hospital Camp Pendleton.  
Jeff served as the Medical Contingent Commander for 
Pacific Partnership during the summer of 2009.  This 
U.S. Navy humanitarian and civic assistance mission, 
coordinated with international and local partners, 
impacted over 600,000 people living in the South 
Pacific Islands.  U.S. Navy goals included improving 
relations with regional partners, increasing Navy 
capacity for humanitarian assistance and disaster 
response in the future, and building residents’ 
confidence in their governments.  In line with those broad goals, leaders of Pacific Partnership took a 
strategic approach to maximize the health benefits for each community.  Through these experiences, Jeff 
identified high-impact courses of action, small but significant interventions, and guidelines for success 
across a variety of situations.    
Development of U.S. Navy Medical Stability Operations 
Over time, the U.S. Navy has learned that medical missions require extensive pre-planning, coordination 
with myriad partners, and the ability to revise one’s expectations as new situations arise.  As Jeff explained, 
the tsunami relief in 2004 was very fragmented.  “There was a military response.  Governmental support 
was provided, but other governmental organizations and non-governmental organizations were all kind of 
doing their own thing.  Out of that came the idea of coordinated humanitarian and civic assistance missions 
and medical stability operations.  If we did these exercises with humanitarian and civic assistance, as 
annually planned missions, it would better position us with the Ministries of Health and the local and 
regional governments.  It would make us better prepared capacity-wise and hopefully sustainability-wise to 
respond with disaster relief and to promote regional security.  These planned HCA missions started with the 
first white-hull (hospital ship) mission on the Mercy in 2006.  They brought NGOs onboard, and they 
provided valuable skillsets with the host and partner nations’ 
support.”  Jeff explained that the white-hull missions were 
alternated with gray-hull (standard Navy ship) medical missions.  
Regardless of the ship type, however, it became apparent that the 
mission had to fit the needs and capacities of the receiving nation.  
Jeff found that we need to “partner with them and really let them 
drive the mission because we don’t want to have that ugly 
American approach where we come in and we basically try to tell 
them how to practice medicine in their area.  So when we do our 
pre-deployment site surveys and things of that nature, we go in and 
find out what their drug lists are and the medications that they use 
in their host nation, and then we tailor our pharmacy of medications 
that we bring to fit what the host nation can potentially sustain 
when we leave.” 
 “We try to do everything, right from the initial planning, through 
the host nation, and empower them.  We just help build their 
capacity, really act as facilitators.  So we saw that with the Peleliu 
in ’07: we integrated NGOs, and then we used that gray-hull 
platform for the whole concept of soft-power projection, so that 
U.S. Navy Hospital Ship, “Mercy” 
Building Relationships One by One 
every time somebody sees a gray-hull ship pull into their 
port, they don’t automatically assume we are coming for 
war, but we are actually coming to help.”  Over time, the 
Navy continued increasing its partnerships with local 
NGOs and governments because they are the key to 
sustainable public health improvements.  “We treat the 
NGOs and our partner nations as equal partners, and so 
when I was the medical contingent commander, when 
we were planning our MEDCAPs, dental, civic 
assistance projects, veterinary services, right down to 
my engineering counterpart, we would make the partner 
nation and NGO folks the OICs (officers in charge) for 
various projects and various sites and empower them to 
lead their aspects of the mission.  They oftentimes 
actually were more adept at knowing what that region 
would need.  In the Asia-Pacific region, for example, we 
found it was useful to put either a New Zealander or an 
Australian on the Advance Party Team, particularly for 
engineering, because they knew the building codes in 
that region, whereas we don’t.”   
Jeff says that setting up operations ashore is “where you 
make the most bang for your buck.  On the white hulls, 
it is nice because they do a lot of ship-board surgery, but 
it is labor intensive, it is fraught with potential 
complications. Although it makes for great public affairs 
photos, it doesn’t build the relationships as much as it 
does by getting ashore and setting up veterinary assistance, doing civic action projects or establishing a 
malaria abatement program with the Ministry of Health that they can sustain when you leave.”  Because of 
a flu outbreak and last-minute resource reductions, Pacific Partnership launched with only 50 medical 
personnel, yet their strategic interventions made lasting health improvements for many communities. 
Planning and Executing a Medical Stability Operation  
Pre-planning for a medical stability operation begins by working with the State Department and the local 
Ministries of Health to discover what they need from the Navy personnel.  Jeff gave an example: “In Tonga 
we found out that their only medical incinerator that they have next to their only referral hospital was 
broken.  It had been non-functional for 18 months, and that was the single biggest thing that they desired 
for us to fix.  So with that in mind, when I got whittled down to fifty people, I made sure that I brought the 
environmental engineer from the Public Health Service because the military has environmental health 
officers, but they are more skilled in industrial health and industrial hygiene.  The environmental health 
engineers with the Public Health Service really have the skillset that allows them to bridge the skillsets 
between engineering and medical to do more significant projects like repairing a waste incinerator.  When 
we arrived, there was medical waste, needles and vials, and just a lot of medical waste, lying in piles next 
to the referral hospital where feral animals and children and everybody would be playing around it.  By the 
time we left there, we had laid a concrete slab and repaired the medical incinerator—it was up and 
functional again.  Then we had a follow-up team that was there a year or two later in 2010 or 2011 and 
followed up with ‘do they recall the Pacific Partnership mission from 2009?’ and a large number of them 
did.  They followed up on that project, the medical waste incinerator, and it was still functional at that point 
when they went back.  So a lot of that is deciding ahead of time what, exactly, the host nation would like 
 




you to do while you are there, and then bring the appropriate skillsets, treating everybody as equal partners 
when you are there whether it is NGOs, host nation, and partner nations, and building those relationships.  
The lasting relationships really make the difference in promoting regional stability.”   
Pacific Partnership worked in six general areas: medical/dental services, expert exchange, surgery, 
veterinary services, biomedical equipment repair, and preventive services.  As in other public health 
endeavors, personal services have an immediate and positive impact, but preventive health services can 
affect more people over a longer period of time.  Jeff continues, “I think the two that had the most lasting 
impact are really the subject matter expert exchanges and then the preventive medicine services. The 
medical waste incinerator repair I already talked about.  We established a malaria abatement program in the 
Solomon Islands where they didn’t have one before, and we got them linked up with the Centers for 
Disease Control and set up an equivalent immunization standard to what the rest of the world has.  We 
repaired a water filtration system that they had in the Marshall Islands which provided potable water for an 
entire community.  So that was a big deal.  At the time of the H1N1 outbreak, pandemic influenza planning 
was big in most of the locations that we went to.  So subject matter expert exchange usually involved us  
going to the referral hospitals and to other remote areas 
as well, but essentially doing classes or medical 
education in areas that they desired to hear about.  The 
other area where we made significant impact is 
veterinary services. You know, livestock in a lot of these 
more indigent countries is a significant source of their 
wellbeing, their gross domestic product and income, as is 
agriculture.”  Veterinary services included 
immunizations, deworming, surgeries, neutering, and 
other aspects of animal care.  Following their experience 
in the Pacific Islands, Jeff concluded that it could also be 
helpful to bring an agriculture specialist on return visits.  
Helicopter support enabled teams of seven to eight 
specialists to take medical supplies, pre-fabricated glasses, and immunizations to people in remote sites 
where they never get health care.  Jeff was especially impressed by the positive attitudes that they 
encountered in the least developed areas.  “It was just really amazing.  You would see kids using a vine as a 
jump rope, and you would bring a soccer ball and inflate it for them and give it to them and they were just 
so appreciative.  Here in the States, we live in relative luxury and tend to have high depression and suicide 
rates comparatively, and just to see how these people live very simple family oriented lives and were very 
appreciative of the medical care we gave them in a very remote location was very rewarding… I have never 
heard anybody go on either a white-hull or gray-hull humanitarian mission who had a bad experience, no 
matter how hard they got worked or how tired they were.  It was just a very rewarding mission.”    
Military Helicopters: Transporting People and Resources to Improve Health and Save Lives 
Navy helicopters provide a crucial connection between resources and the people who need them.  They 
deliver emergency aid, such as food, water, and medical supplies, and they transport health care staff to 
remote or inaccessible areas during planned humanitarian missions and during disaster responses.  They 
often serve as the primary vehicle for evacuating critically injured people for emergency treatment, either 
to local hospitals or aboard hospital ships.  Because Navy pilots know how to navigate in difficult 
circumstances and land in tight spaces, they can reach people and ships when no other form of transport has 
access.  Although the helicopter pilots seldom interact directly with the local people, they make it possible 
for aid workers to help those who are most in need.   
 
 
Physicians Meet Immediate Needs for 
Local People (left) 
Veterinarians Look after Local 
Animals (above) 
Medevac, Bringing the Injured to Hospitals and Navy Ships for 
Emergency Treatment 
Lieutenant Kevin Teague flew a Navy helicopter in support of the 
USS Bataan’s response to the Haitian earthquake in 2010.  Marines 
from the Bataan set up triage facilities, and they secured delivery 
points for food and water.  Helicopter pilots brought resources for 
the earthquake victims and transported injured people to hospitals 
and Navy ships for emergency treatment.  “We went into an LZ 
(landing zone) which was an old baseball diamond.  Got the 
turnover from the people giving us the medevac that the lady had a 
crushed hip, and we had to take her to another hospital about 60 
miles north called Sacred Heart.  Well, along with this we were 
given a box.  The box had in big letters on the side: ‘Do not throw 
away.  Baby in here.’  In this cardboard box was what looked like a 
space blanket and a two-month old in it.  This two-month old was 
also going up to Sacred Heart.  So, we kicked out our air crewmen 
when we landed.  They arranged to receive the patients, gave them 
cranials, gave them ear protection, eye protection, brought them on 
to the helicopter.  Then, while the pilot took off and started flying, 
our crewmen were in the back doing their best to keep the lady 
calm, as well as to keep the baby as comfortable as possible.  Took about 45 minutes going over 5,000 foot 
mountains, landing in a soccer field.  Again, kicked the crewmen out with the lady with the crushed hip on 
her backboard, as well as brought the box with the baby out, and handed them over to some NGOs, some 
doctors there.”   
Explaining the kinds and numbers of medevac patients, Kevin continued, “you would take between one and 
three people every time you made a run…  I knew of two people with severely broken legs.  Basically any 
person that needed medical attention that was not critical enough that they had to get it right then, but it was 
critical enough that they had to get to a hospital.”  More critical injuries “would be brought out to the boats.  
Either dropping them off on Comfort, or when Comfort started to get swamped, we actually started to take 
them out to the Bataan because the USS Bataan… has something like a 300 or 400 bed infirmary in it and 
was the second most capable medical facility in the area.  It is a standard Navy warship, but it has trauma-
one facilities there.” 
Lieutenant Derek Escalante arrived on the USS Carl Vincent, one of the first responders to reach Haiti 
following the earthquake.  “We flew all sorts of different patients.  The first patients we saw were the kind 
of Category A, the most critical patients.  We tried to funnel those over to the Comfort, and then slowly, 
more and more NGOs and partnership countries came in and set up sites all over the place, from a few 
miles to tens, to twenty miles away, up to I think 60 miles away to the northern most point where Sacred 
Heart was.  As those came up, we tried to distribute the patients.  Initially, I think most of them went to the 
Comfort for initial care and then once they got released—because Comfort obviously could not do 
sustained care—they would have to do immediate impact, make sure they were in a steady state.  Once they 
were stabilized, we would farm them out to the NGOs, let them maintain them, let them do the long term 
care that the military was not equipped to actually do.  So the NGOs were essential in that matter.  We 
could not go into the stabilization of the country, or the sustainment phase, without those agencies.”   
 
Transporting Baby to a Hospital 
 
Lieutenant Jeremy Mortimer flew similar 
missions in Haiti, “generally you would fly into 
the area where you were going to pick up, not 
necessarily knowing who you were going to 
pick up until you got there.  You would get out 
and send your crewmen out.  They would go get 
the initial word as to what was going on, and 
then you would be directed at that point where 
they wanted you to go with them.  There were a 
number of ships.  There were also a number of 
other countries.  Israel, for instance, had a 
hospital they set up.  They were treating and 
doing a lot of specialized medical care in the 
beginning... I was all over the place.  Initially, in 
the first three weeks, we could do five or six 
runs a day easy.  I would say within the first couple of days, though, it was more humanitarian aid as far as 
getting food and supplies out to people.  Then as they started to get actual injured patients to somewhere 
and figure out who was injured, that was when we really started flying a lot of medevacs.”  
While Derek was attached to the USNS Comfort, he and the other pilots normally took medical equipment 
to various treatment sites, but they were also available for emergencies.  One day, they received a call for 
medevac.  “There were four individuals; they were extremely poor individuals in Colombia.  They pretty 
much pull out coca plants, and I think they give them like $10 or $20 a day.  They help in the coca 
eradication.  While they were doing that, one of them reached down, grabbed the plant and pulled it out.  
As he did that, little did he know there was an IED attached to the root structure of the plant.”  Derek 
explained that drug cartels and coca farmers use IEDs in the field as deterrents to government-funded 
destruction of their crops.  At least one of the guys had a double above-the-knee amputation, all of them 
were in shock, and all of them suffered shrapnel damage and then various other abrasions and wounds from 
the blast.  The one guy who had actually pulled it out, he was obviously the one with the double 
amputation.”  The local police went in armed to bring them out. “They did a hand off to us in a soccer field, 
and in the meantime we went back to the ship, picked up several trauma doctors, set up for, at that time, an 
unknown number of patients.  We didn’t know their injuries.  All we knew was that there was an IED blast, 
and that they were coming and that they were critical.  So luckily, we were in perfect time and position, and 
all we had to do was wait.  Eventually they brought them in—they weren’t littered up, but they were on 
boards of some type.  It might have been a door.  We transferred them over to litters, and our doctors 
immediately went with them, started giving them blood.  We took off and were able to actually save their 
lives.  We got them to the ship, and if we wouldn’t have gotten them to the ship, from what I was later told, 
the one guy who is the amputee would have bled out in 10 minutes or less.  We were lucky that we were in 
the right place at the right time for that.  I think that is how a lot of medevacs come about.”   
Medevac 
 
Loading Patients in Tumaco, Colombia 
 
Delivering Food and Supplies 
Helicopters act as go-betweens for larger vessels and the places or people they want to reach with aid.  
Kevin mentioned that, “large planes, C-5s, C-130s, landed in Port au Prince and did not have the ability to 
get those supplies out to where they needed to go.”    
Jeremy explained, “We would fly out to different LZs, or different zones within the Port au Prince area.  A 
big spot was the coliseum or the soccer stadium.  There was a highly concentrated area of refugees in there, 
but there were different areas within the city that we would fly food and water out to, and there were 
different areas within the country.  We were going all over the country itself supplying food and water to 
areas that weren’t even affected by the earthquake, but because they were there also for humanitarian aid, 
we were providing that to everybody we could get the food to.” 
“We would ‘cube out,’ meaning fill up the back of our helicopters with MREs, Meals-Ready-to-Eat.  You 
would probably have enough to sustain a small village for at least two to three weeks,” Kevin added. 
Because Derek arrived earlier, he saw strategies develop as people learned from experience in the first few 
days after the disaster.  “At first what they tried to do was pallets of bottles of water.  The problem with 
these is that they go quick, and they are expendable quite often.  The carrier had facilities to purify water, 
and it was basically an unlimited source, so what we did was, we switched to refillable jugs.  The jugs 
would be able to, as you said, cube out.  We would take hundreds of gallons or hundreds of pounds of 
water, enough to fill out the entire helicopter, and take them to all different locations all over Port au Prince 
and all over pretty much the bay area there.”  Over time, helicopter crews shifted from all-day delivery of 
food or water to a wider variety of tasks, often providing transportation and supplies for partner 
organizations.  “The NGO facilities sometimes were—most of the times to be honest—were nothing more 
than a tent city.  So you have to think about the airport facilities here, they had some damage, and then 
getting through the roads and conditions, and getting to some of these sites was extremely limited.  So a lot 
of them would have bare minimal supplies.  They would wait for shipments to come in, and then we would 
have to transport medical supplies to resupply them because they would just burn through the essentials, the 
basics: bandages, needles, blood.  Blood became a critical factor at one point, just having the appropriate 
types of blood.”     
Security around food distribution became a serious concern, as waves of people mobbed the helicopters.  
Derek explained, “Not only did site security become an issue for our safety, but for their safety too, because 
for our helicopter, we have very strict paths in and out of the helicopter into the cabin when the rotor blades 
are spinning.  If you go in at an angle that is not perpendicular, at a 90 degree angle essentially, you could 
have a lot of—you could be killed.  So little did these people know, but they are coming in at all angles, 
you don’t know where they are and at some point you would have to pop up into a hover and you would be 
ten feet over them and try to throw the pallets of food.  Then you would hope for the best.  After the first 




Evacuating Injured People 
 
 
couple of days, that became better and better and site security locked in, but it was kind of a mad house 
because everybody is going through panic.  They knew we were dropping food and you would see them 
fight amongst each other for water or for a couple of MREs, and then that became troublesome as well.”  
Eventually, the Marines cordoned several key locations, including a large site at the Presidential Palace, so 
the helicopters could land safely with their supplies. 
Carrying Physicians to Remote Sites, Conducting Search and Rescue Missions 
Lieutenant Nathan Richard served with Continuing Promise, a planned humanitarian operation in the 
Caribbean region.  Helicopters brought health care workers into the remote sites that were otherwise 
inaccessible.  “We got it down to a very efficient system and there were even times we went into places 
where the seas were too rough, and they were using us at a faster rate than the small boats to get back and 
forth to shore.  In Colombia, we were about three miles off the coast, we couldn’t pull into port there, and 
we were anchored there.  Because of the waves coming in from the Pacific, we had to go by helicopter 
most of the time.”  The helicopters can deliver aid workers faster than boats, and they can access places that 
would be unsafe or impossible for ground transportation.    
Most of Nathan’s flights were fairly routine, except for a spur-of-the-moment search-and-rescue mission in 
Costa Rica.  “One of the other pilots on the ship had done a training mission where he presented on how to 
work with helicopter rescue style of hoisting people, landing them, loading them in and out safely.  This 
was in their minds, and then a day later, maybe two, they gave 
us a call and said they have a guy who is missing up in this 
volcano, can you help us.  We said, ‘Sure.’  We ended up 
launching—the frustrating part of that was the lack of 
information, going through so many sources.  We didn’t really 
have a contact directly with them to find out what was going on.  
It was going to us through a liaison on the ship, going through, 
I guess, the State Department to their forces.  Getting 
information that way, every time if we were asking, ‘how high 
up is this mountain, where is it located, what is the weather like, 
what is this guy wearing?,’ that kind of stuff, it would be 15, 20, 
30 minutes before any answer as we were trying to plan it.  We 
had to figure out where we were going to get fuel, radio frequencies to contact people on the ground with, 
stuff that is normally easy with agencies that work together.  Now, we were going international with 
agencies that don’t work together, so that was a little frustrating.  So, unfortunately we flew for a couple of 
days on that, but we never found him.  I was told that they eventually did, so it was all right.” 
Derek also emphasized the challenges posed by long coordination chains.  “When you are talking spur of 
the moment things like this in Colombia where we just happened to be there, it is a long process that is tied 
in red tape that goes through the Embassy, State Department, and then eventually trickles its way back 
down there as they request for forces or request for help.” 
Continuing Promise  
Continuing Promise 2011 visited nine 
countries (Jamaica, Peru, Ecuador, 
Colombia, Guatemala, Nicaragua, El 
Salvador, Costa Rica, and Haiti) in 5 
months and saw over 66,000 medical, 
dental, and optometry patients. 
 
   
Comprehensive Disaster Response 
Lieutenant Tom Ham “was on a supply ship that served the carrier battle group, so we were a dry stores, 
ammunition and fuel ship.  We had a lot of stuff onboard; it was pretty full.  But, we were transiting away 
from the battle group and they were actually taking us home at the end of our detachment so we sailed from 
Japan to Guam.  As we passed by the Northern Mariana Islands, a typhoon went through there about a day 
before we were supposed to transit there.  We actually slowed down to let the typhoon pass through there 
before we continued our transit down south.  There were about three islands that they thought could be 
inhabited at the northern end of the chain—there is a chain of a couple dozen islands, small islands but big 
enough to be inhabited.  They weren’t quite sure, and it is a U.S. commonwealth, so the Coast Guard took 
charge of the situation and knew that we were nearby.  They asked us to swing by and see what we could 
do.  They were actually in radio contact with some people on one of the islands; they knew that people 
were there.  We had two helicopters onboard.  They asked us to go out and see, on these other two islands, 
whether there were actually people there or not, and then do what we could for anybody that we found.  We 
were kind of alone and unafraid there, so we didn’t have much guidance: we were just a ship full of food 
and stores, so it was up to the crew, which were civilian mariners, government employees, and contractors 
that manned these ships.  They basically had to figure out what they were going to do, what they needed to 
give them.  The supply officer of the ship just broke out any kind of food that he thought the ship could 
spare, that wasn’t going to be needed to feed the crew.  We had a fair amount of time to plan, so we briefed 
the crews, figured out who was doing what, and then we went down to the flight deck, and saw these pallets 
of food he had sitting there.  It was in large part Ramen noodles, Doritos, M&Ms, and all sorts of other 
stuff that isn’t particularly good for you—I mean it is calories, and anything would help, but maybe not 
ideal for anything other than a bare survival situation.  We still ended up taking a bunch of that stuff, but 
we said, ‘Hey look, maybe some rice, maybe some clean water, maybe that would be most applicable to the 
situation.’  And so we did, we just loaded down the back of the helicopters, stacked them full of stuff.  
Figured that we would figure it out once we got on scene, what we needed to give these guys.   
“One of the helicopters went to the southern-most island, which was pretty badly hit, and they had 14 
people on it including a lady who had been pregnant who had given birth during the storm due to the 
pressure changes—they tend to induce labor in hurricanes.  So they had a newborn there, and they had 
spent the whole storm under a tarp after their house got flattened, after their shack got flattened, but none of 
them were particularly hurt.  They ultimately made the decision, talking back to the Coast Guard on Guam, 
to transport the mother and child to Guam which was a couple hundred miles away.  They had to stop for 
fuel on the way, but they planned to leave the ship and then head down to Guam.  They ultimately would, 
but they made a few supply runs first for the people who were going to be left there.  They were asking for 
nails and all sorts of stuff.  It came to a point actually where the captain of the ship said, ‘No, no more.  
Delivering Aid Where Necessary 
   
 
You have given them what they need to survive until boats can get here to pick them up and take them all 
back to one of the bigger islands.’  It became up to the crew, not regularly executing humanitarian missions, 
to draw the line between essential and nonessential goods.  They stashed the mother and baby in the cabin, 
stopped off in Saipan for gas, and then continued on to Guam and dropped them at the Naval Hospital there 
to make sure they were okay. 
“I was in the bird that went to the other two islands that we didn’t know were inhabited or not.  The first 
one we circled, we saw some crushed shacks, we knew there were houses on the island because people 
sporadically lived there, but we circled low just to see if anyone came running out looking for help.  We 
didn’t see any sign that anyone had been there recently, so we left there and went to the next island, which 
only had one building on it, which looked inhabited.  We circled a few times, landed in kind of a tight field 
right next to them, and there were four people who were living there part of the year.  They were coming up 
from the southern islands, camping on this island hunting pig for half the year, living more of a traditional 
lifestyle. This island was barely affected.  The trees still had leaves on them.  They barely knew a typhoon 
had gone through, actually.  They said they were okay, they said they didn’t need anything.  We ultimately 
were instructed to leave the goods we brought, to ensure we did our due diligence even though they weren’t 
particularly in need of them.  That one wasn’t nearly as dramatic as the medevacs, but it is an example of a 
pop up, and I think the lesson from that would be to have clear guidance over what kind of assistance is 
needed.  There were really no NGOs or anyone else involved.  It was the Coast Guard in that case who 
could have given us a little more guidance, a baseline of what people would need in these cases.  They were 
talking to the ship pretty extensively but it still felt like we were shooting from the hip.  Be prepared.  It 
really wasn’t in the mission for that ship to do that, there just happened to be a ship full of food that was in 
the area at the time.”     
Dental Services  
Sammy Baho, ENS, MC, USN, is a medical student at Uniformed Services University of the Health 
Sciences.  As a civilian dental assistant, he volunteered on three medical missions: Pacific Partnership in 
2008 and 2010 and Continuing Promise in 2009. “First mission I went on was Pacific Partnership in 2008.  
I joined in Singapore, and we went to Papua New Guinea, Timor Leste, and Micronesia.  I was a pre-dental 
student operating as a dental assistant, and I had been working in San Diego at a free clinic.  We used 
volunteer dentists to staff them and pre-dental students to stock, prepare, schedule patients, maintain 
instruments, and function as dental assistants and x-ray technicians.  All of us students had experience as 
dental assistants from the free clinics.”   
I asked Sammy to explain the differences between working in a San Diego free clinic and working with a 
Navy team at remote sites.  “Going out on this mission, one of the biggest differences was supplies.  We 
had what we brought with us.”  Sometimes, the dental teams wanted supplies that would be standard in an 
American clinic but weren’t available in the field.   “We were limited in what we could do.  In that mission, 
we only brought instruments for extractions.  That was pretty much all we could do on site.  A lot of the 
people had horrible tooth decay, and the bigger issue with that was no dental hygiene background.  Part of 
our job as students was dental education.  That actually started to supersede the dental services because you 
could pull everybody’s teeth, and you would continue pulling teeth.  If there is no dental health education, 
we can’t focus on prevention.  Working alongside these populations, the goal is not to do everything for 
them, but to facilitate them becoming self-sufficient.  As students, we were perfectly capable of doing that.   
“In East Timor, the first country I went to, it was extremely impoverished.  We set up a MEDCAP site in 
an elementary school which was all cinder block, exposed concrete surfaces.  Windows were just holes in 
the concrete.  We operated out of the classrooms, which had minimal furniture.  People would sit in the 
school chairs, get examined, and we focused on their chief complaint.  They often had many very bad teeth, 
but we focused on the ones that were causing the most discomfort.  The dentists would extract those.  
Another difference between working here and there is sterilization of instruments, which we take for 
granted here.  When we’d see 40 or 50 people, we’d have to use those instruments over and over again, 
sterilizing the instruments as we were able.  In the US, a dentist would sterilize at the end of the day, but we 
would use cold sterilization with toxic chemicals that takes several hours.  Then the instruments have to be 
washed several times with sterile water.  We were always cycling, as some instruments were being used, 
others sterilized, and the others rinsed.  Here, we don’t have to worry about that. 
“Another difference was the language barrier, which was huge.”  Cultural challenges sometimes interfered 
with the team’s ability to provide dental care.  “In Cambodia, Pacific Partnership 2010, we saw a lot of 
monks, Buddhist monks, who needed care.  They couldn’t talk to or be touched by the women, so our 
female translators couldn’t help us because these guys wouldn’t talk to them.  Our female providers and 
assistants couldn’t work with them.  They couldn’t be touched by a woman, even to provide a dental exam 
or dental services.  It was a small, unexpected, cultural difference.” 
“Another huge difference is how tough people are.  We’d give kids injections, not a cry or a wince.  We 
couldn’t numb them first like we do in the States.  They’d be stoic, show no pain.  Sometimes here in the 
states, we give an adult an injection, and they’d start crying and screaming.  That was almost universal 
everywhere; these people were very resilient.   
“The ship had donations of toothbrushes, paste, and dental floss.  People would come and wait hours every 
day, so we started going out to crowds of people waiting for dental care, especially kids, teaching them to 
brush their teeth.  We gave them toothbrushes, and we also brought fluoride treatments for their teeth.  We 
were instilling the importance of using fluoride, brushing their teeth, and flossing.  These people already 
knew the repercussions because they were in pain with tooth decay and missing teeth from young ages.  
This becomes a quality of life issue, inability to eat properly, and then it serves as a site for infections.  The 
whole oral health aspect sets you up for failure downstream.   
“We met kind people, appreciative people who seemed content with what they had.  The providers who go 
on these missions are very motivated to be out there.  They take pride in the fact that while serving their 
country, they can go out and help other people.  It was a positive environment.”   
Impact on the Team Members 
Several people who had been involved in medical missions talked about their personal feelings.  Derek told 
me that “the emotional impact is one thing that doesn’t get discussed a lot of times.  At least personally for 
myself, and I feel a lot of other people, a certain type of high will come from flying these missions and 
seeing the immediate impact.  You can’t train for this, nor do we attempt to try to train for these sorts of 
missions.  Whether or not it would be something like Haiti or it would be just a random pop up evac, it 
breaks you out of the routine.  It is definitely kind of an adrenaline rush for most of us.  But, adrenaline 
highs only run their course for so long.  Eventually that high comes off, and then I saw a lot of people 
crash.  I think it was probably more prevalent with some of the NGOs and not so much for the pilots, but 
maybe for our crewmen in the back that got to see a lot of the gory side of things and the more emotional 
side of things.  It is one thing when you see a grown man who is wrapped up and he is bandaged, he is 
pretty much stable and you are transporting him.  It is another thing to have a child three years old 
screaming in the back of your helicopter, and you are trying to contain blood from coming out of them, 
applying tourniquets and things like that.”  Like Kevin, Derek was also called to pick up a baby in a box.  
“I don’t know how old the child was; he was able to sit up and lift himself up, so probably almost a year 
old.  Those are pretty disturbing images when you see some of these people with all sorts of different 
wounds.  So as the crewmen and the corpsmen in the back of the helicopters, it is their job not to relay all 
that information to us because we are the bus drivers.  We are the ones that need to get them safely from 
Point A to Point B, and if we get emotionally distraught it is going to affect everyone’s safety.  So they will 
tell us factual A, B, C; this guy is critical, this guy has got this, let’s go.  Now for NGOs that don’t have or 
don’t expect any type of military operations, where these sorts of trauma operations happen in some cases, I 
feel like they probably came back with a lot of PTSD.  I know some of them that may be not in the war-
type situation, but I know a lot of them that I have kept up with that say, ‘Oh yes, I still vividly remember 
incident X or incident Y.’  Most of those deal with children.  I remember we thought we were done for the 
day, and then we got called into an LZ that was run by the Coast Guard in Haiti.  It was one last pick up so 
we were like, “Oh, you guys can catch the boat.”  Then we decided, “No, we have plenty of gas, we will go 
make that pick up.”  It was only supposed to be bringing doctors back to the ship, and that was it.  Little did 
we know that we landed, and then all of a sudden we started getting calls, and my corpsman disappeared 
around the corner into the rubble of a hospital—more of a clinic that they had.  We had wireless 
communications with them through our intercom system, and then he started relaying to me that there was 
a premature child that was born.  I think it was six months or something at the time.  He had just delivered 
it right there because the mother was in so much stress and trauma, and she was injured, and may not make 
it.  So he came around with the child bundled up.  We saw them come in and then we took off for the 
Comfort.  They were able to stabilize the child.  I think from what I heard, and I can’t confirm it, that the 
mother did survive.  They did tend to her, and then eventually several days later they were able to marry the 
two back up.  I would say PTSD, trauma, the emotional side is a key point to tackle.”   
Tom added, “You are ready to go on these missions—everyone wants to go—and you might be willing to 
push the boundaries of what is safe—you know, something, on a training mission you wouldn’t accept: 
weather or other conditions, landing zones that you might not otherwise accept, but everyone wants to get 
the mission done.  There is definitely a can-do attitude there, so it is 
something to watch out for.  We are usually pretty good about policing 
each other on it, but anyone in those situations has probably got to think 
about that, that sometimes there will be times when you can’t get out 
there, and you really want to because you have got these important 
missions like they are talking about, but it is just not doable.”   
Nate explained that when people hear the word “medevac,” they rush 
into action.  “Everyone is keyed up and ready to go, so basically what 
needs to happen is people just need to take a deep breath, step back, 
have a prepared set of questions, know what needs to be answered, what 
information they are going to require, and then just start working on a 
controlled process.  Make sure you don’t forget anything and everything proceeds safely.” 
Sammy reminisced about the hospitality that his team had received. “In Micronesia, whenever we set up 
the MEDCAP sites, we’d be there early in the morning and wouldn’t finish until 1600 in the evening.  A lot 
of the locals would bring rice and fish that they had cooked.  This wasn’t so much people who were being 
treated, but the local people who had worked with the planners to set up the sites.  We’d give them our 
MREs, which they liked, and we would eat their food.  It was a good time to sit back and not worry about 
the rush of turning over the clinic and seeing patients, and sit for a while and enjoy a meal with someone 
from a completely different culture and background.  They were such generous and kind people, that this 
was one of my most fond memories.” 
Field-tested Ideas for Successful Medical Missions 
What can we do to increase the effectiveness of a medical mission?  
Jeff shared several ideas.  First comes adequate planning, based on 
understanding the needs and capabilities of the host nation(s).  The best 
way to accomplish this is through face-to-face meetings with leaders of 
host nation agencies and NGOs.  “Pre-deployment site surveys are 
typically five days in length, so roughly a week.  You liaison with the 
Ministry of Health, and then you find out who the local NGOs are, and 
you establish those relationships with the host nation NGOs and the 
Ministry of Health through the pre-deployment site surveys.  The State 
Department communications should be able to help with that as well.”  
In Pacific Partnership 2009, “we wanted to get whatever NGOs were 
local, available and willing to participate with us involved, and then they could own it when we left.”  
Another important point, before launching the mission, is to manage expectations.  “If you go in there and 
you promise that you are going to deliver A, B, C and D, and then you only deliver A, B and C, they are 
going to remember that you didn’t deliver on D.  But if you go in and tell them that you are going to deliver 
A and B, and then you deliver A, B, and C, you essentially delivered the same level of service, but you 
exceeded their expectations.  So you want to exceed their expectations as best you can.  The goal is to not 
over-promise and under-deliver; you would rather under-promise and over-deliver on what you are going to 
bring to the table.  Usually this leaves a more lasting positive impression on the host nation.”  
Strategies that enable large, long-term improvements in people’s lives are ideal, especially if you can keep 
the time per person onsite to a minimum.  “I would take an optometrist and an optometry tech because you 
can take prefabricated glasses that have different refractive/corrective lenses in them, and they essentially 
can auto-refract the patients by trying on different glasses and using skiascopy bars, and that is a life 
changing thing for a patient that had 20/200 vision and no chance of ever seeing an optometrist and leaving 
them with a pair of glasses.  Even if it only gets it down to 20/40 from 20/200, that is a significant 
improvement.  We usually leave them with more than one pair for if they break a pair of glasses—you 
know, that is something sustainable because as long as they maintain the integrity of the glasses or the lens, 
then they are going to have better vision even after you leave.” 
Surgery, in contrast, is labor intensive.  Hospital ships provide surgical services and then return the patients 
to shore.  Medical missions operating from other platforms generally lack the equipment and personnel for 
this, so they will do better to share expertise with local hospitals or refer patients to well-staffed NGOs.  
Jeff’s strategy has been twofold: first, to send a general surgeon to share his or her expertise with local 
hospitals, and second, to identify surgical candidates to be referred to NGOs that can perform the surgery 
and provide follow up care.      
Taking care of your team’s health requires planning, too.  Jeff continues, “Patient tracking is important to 
address from a medical planning perspective because you have to plan for the unexpected.  You have 
basically three different sets of folks to think about.  What is your medevac plan going to be for the folks 
that you are bringing with you, both military as well as your NGOs and OGOs, who are essentially civilians?  
They are not necessarily part of the military healthcare system, so where are they going to get medevac’d, 
and who is going to pay for it if it happens?... From a partner nation perspective, if somebody that is from 
New Zealand or Australia is with you, and they have a medical issue and they need to be medevac’d, where 
are they going to go?  Then lastly, the important piece to look at is how are we going to take care of the 
host nation’s folks if they potentially have a complication?” 
Crowd control becomes important when hundreds or thousands of people stream into a temporary clinic.  A 
combination of entertainment, education, and carefully planned routing mechanisms can help.  As Jeff 
explains, “you need to have a strategy for crowd control and identifying who is going to get seen.  They 
found out in the past, when they tried passing out tickets, that people would counterfeit those for the 
 
Thoughts to Consider 
 
 
Medical missions that hope to bring sustainable improvements in public health must be designed 
to fit the local circumstances, and they must be coordinated with local organizations.  If you were 
on the planning team for an upcoming medical mission, what steps would you take to initiate the 
necessary partnerships?  What obstacles might you face? 
Humanitarian workers and disaster responders can be overwhelmed by the devastation that they 
encounter.  How might you prepare disaster response team members for the emotional impact of 
rescuing injured people? 
Cultural values vary dramatically among people from different religious and ethnic backgrounds.  
Several cultures limit the ability of health care workers to care for people of the opposite sex.  
Can you think of other cultural issues that might threaten the effectiveness of a medical mission?  
What could you do to prepare for these cultural differences? 
 
subsequent days that you were going to be having the MEDCAP there.  So, we used patient forms that were 
almost simplified bubble sheets and T-charts for chief complaints and symptom-complexes, and we could 
pass those out to however many people in line we were going to be able to see that day.  Then they would 
bring those to see the physician, dentist, or optometrist, whoever the primary issue was, but we would not 
allow somebody to see all three of those when we had other people in line that would not be able to see 
anybody.  The crowd control, we attacked on multiple fronts.  The PAO (Public Affairs Officer) was there, 
and they had a small band.  We would set the band up at the MEDCAP site, and they would entertain the 
people in line and keep the people occupied.  For community relations, we might set up a soccer game 
outside the MEDCAP site for the kids, and then the education piece, taking the Project Handclasp 
donations, you could pass out sunglasses and educate them on UV protection and cataract prevention.  
There are a lot of creative ways you can occupy the masses.  If you don’t, you are going to end up with a 
riot on your hands because everybody wants to see the providers that come there, and not everybody can.”  
Finally, Jeff recommends a long-term approach for measuring success.  “Just seeing sheer numbers of 
patients doesn’t ensure that we actually built any kind of a long lasting relationship... big-picture-wise, 
sustainable improvement to the host nation health care system and infrastructure, as well as building host 
nation confidence in the local government, I think are more important.”  He concludes that the key question 
for assessing our effectiveness is, “what have we done to achieve our end state objectives of promoting 
capacities and disaster preparedness, developing sustainable services, and enhancing regional stability?”  
These are team objectives that can only be met through collaboration with local organizations.  
 
REFERENCES: 
Siegel, A.B. (1990).  A Sampling of U.S. Naval Humanitarian Operations.  The Navy Department Library. Retrieved 
from http://www.history.navy.mil/library/online/humanitarian.htm#emergency.  
 
 
